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tumors that most commonly metastasize to the mouth are: breast, lung and kidney. Jawbone
metastases appear as a result of distant disease spreading and show poor prognosis, with short
survival. Here we present a 46-year-old woman with metastatic breast adenocarcinoma that
involved left condyle, which caused pathological fracture. Numbness of the left chin and lower
lip, pain and open limiting progressively appeared. It has been 4 years since the condyle metas-
tasis was found. The common symptoms, diagnosis and treatment of jawbone metastasis are
discussed in the paper.c 2005 Elsevier Ltd. All rights reserved.
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dMalignant tumors of the mouth and the jaws constitute
approximately 5% of all malignant neoplasms in the body,1
and only 1–8% are considered to be metastatic.2 Therefore,
metastatic tumor spread into oral cavity is supposed to be
rare event. Bone metastases are the most frequent meta-
static tumor of the oral cavity (approximately 80–90%).3
In the jawbones, the most common location is the mandi-
ble, with the molar area being the most frequent involved
site, the condyle location being rarer. Here, we present a741-9409/$ - see front matter c 2005 Elsevier Ltd. All rights reserved
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caused pathological fracture.
Case report
A 46-year-old woman underwent right mastectomy with ax-
illary dissection for an invasive T2N2M0 breast adenocarci-
noma with positive hormonal receptors in September
1995. Five cycles of adjuvant AMF (doxorubicine, metho-
trexate and fluorouracil) chemotherapy were followed by
loco-regional radiotherapy (50 Gy). Eleven months later,
right ilium bone metastasis was diagnosed and 60 Gy radio-
therapy was given. Four and half years after the primary.
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left mandible and several vertebrae bone metastases were
found (Fig. 1). Considering that there was the possibility
of paralysis caused by vertebrae bone metastases, she re-
ceived 60 Gy radiotherapy for the vertebrae and two cycles
NP (navelbine and nisplatin) and one cycle capecitabine
chemotherapy. Two years after the mandible metastasis
was found numbness of the left chin and lower lip appeared.
And two months after the numbness had appeared, she felt
a prickling sensation, which was followed by limited jaw
opening. She was taking no relevant medication, and had
no facial trauma or dental treatment history. At admission,
she was in good general condition. Physical examination re-
vealed a painless superficial hypoesthesia of the chin andFigure 1 Technetium 99 m scintigraphy demonstrating
increased radionuclide uptake at site of left side of mandible
and some other bones (including left skull, left scapulthe,
sternum, right humerus, the fifth rib on right side, the sixth rib
on the left side, the third lumbar vertebrae, pelvis and both
femurs).
Figure 2 Panoramic radiograph shows osteolytic destruction
with unclear cortex and trabeculae structure in the left
mandibular ramus and condyle. Pathological fracture of left
condyle is also been shown.lower lip, inability to open mouth more than 2 cm between
intercisors, mandibular deviation towards the left side, and
limited motion of the mandible on lateral excursion. In the
mouth, the third molar on left maxilla extends, which
causes a traumatic ulcer on opposite mandibular gingival.
The panoramic radiograph revealed that osteolysis
presented on the left mandible associated with condylar
fracture (Fig. 2). The ulcer was cured one week after the
tooth had been extracted. After 40 Gy loco-regional radio-
therapy had been delivered, the numb and pain disap-
peared. And now it has been four years since the
mandible bone metastasis was found.Discussion
Metastatic tumors to the oral region are not common.
The most common primary sources of metastatic tumors
to the oral region are adenocarcinomas of the breast, lung
and kidney, in that order. As far as metastatic tumors to
the jawbone, the breast is the most common primary site.
Because bone metastases result from haematogenous dis-
semination of cancer cells in combination with a complex
interaction between metastatic cells and tissue, the process
preferably involves those skeletal structures that contain a
large amount of red bone marrow. As the amount of red
marrow increases, the flow rate of the circulating blood lo-
cally diminishes, which increases the risk of ‘‘sedimenta-
tion’’ of tumor cells emboli.4 Therefore, vertebrae are
the most common site of spread, followed by ribs, skull
and the proximal long bones, and jawbone being rare site
of spread.5 When jawbone is involved, the most common
location is the mandible, with the molar area being the most
frequent involved site, the condyle location being the
rarest.
Mental nerve neuropathy (MNN), also referred as numb
chin syndrome, is characterized by numbness confined to
the chin and lower lip, which is the consequence of loss of
function of the terminal sensory division of the mandibular
branch of the trigeminal nerve.6 It can appear in several be-
nign diseases, including mandibular fracture, osteomyelitis
of the mandible, dental anaesthesia, cyst of the mandible
and neurological disorders. However it was reported that
MNN was more often associated with cancer, either as first
symptom or during the outcome, than with benign dis-
eases.7 Considering that most tumors are either as yet undi-
agnosed, or in remission when the mental neuropathy
appears, patients should have radiographs of the mandible
in order to differentiate primary or metastatic tumor of
mandible from benign diseases. When metastatic tumor in-
volved mandible, osteolysis can be seen on pantomogram in
most cases. Since plain X-rays may initially be normal, tech-
netium or CT scan may be necessary to demonstrate osseous
destruction. Bone scan is a diagnostic procedure character-
ized by very high accuracy in the detection of skeletal
metastases. Its role has proved crucial for early detection
of metastatic dissemination to bone.8 If these investigations
were normal, MRI with gadolinium administration would ap-
pear to be the next step, as it is the most sensitive method
for diagnosing nerve involvement.
It is widely accepted that osteolysis associated with can-
cer is essentially mediated by osteoclasts, which seem to be
100 J. Jia et al.activated, maybe indirectly through osteoblasts or directly
by tumor products.9 Severe osteolysis can cause pathologi-
cal fracture. The course of condylar pathological fracture
caused by metastases in general is similar to some other dis-
eases involving the condyle and temporomadibular joint
(TMJ). There are no specific clinical or radiological parame-
ters leading to diagnosis. The clinician should take a poten-
tial metastasis into account when dealing with TMJ
complaints, radiological oddities, and medical history of
malignant tumors.
In case of jawbones metastatic disease, death usually en-
sues one year after diagnosis.10 Therefore, treatment has
been mainly directed as palliative therapy to improve the
quality of life. Conventional therapies, like radiotherapy
or anticancer chemotherapy, could temporally be effective
for stopping the progression of the metastatic tumor in
jaws. However, radiotherapy can only release local com-
plaint. Therefore, the numbness and pain in mandibular re-
gion disappeared after the loco-region radiotherapy in this
case. By contrast, chemotherapy can play both local and
general roles in treating metastases. One possible explana-
tion for her four-year-survival after the mandibular meta-
statsis is that she received eight cycles of chemotherapy.
We suggest chemotherapy should be administrated to the
patients who develop multiple bone metastases because it
may improve not only the quality of life but also the life
expectancy of the patients.References
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